Physical holds are used to help children and young people receive clinical care in situations where their behaviour may limit the ability of nurses and allied professionals to deliver treatment effectively. This article provides an overview of a qualitative study of 11 nurses and allied professionals who were interviewed with semi-structured questions. The major findings suggest there is a lack of clear and agreed terminology and nurses and allied professionals are guessing at how to describe the practice. As a result, there was no discussion or documentation of the practices of holding (whether successful or unsuccessful) within the clinical area. For the last decade, professional opinion was that this is an 'uncontested practice'. It can therefore be questioned whether this practice has moved from being 'uncontested' to 'indifferent'. Nurses and allied professionals need to revive a common definition of 'good' around the actions of holding, which can hopefully lead to holding skills being more clearly defined and evidence-based.
H olding children and young people for clinical procedures is an important area of practice, but research discussing it is sparse. There is a lack of evidence of what nurses actually do in practice when faced with a child or young person who finds it difficult to sit still during a clinical procedure (e.g. cannulation, venepuncture, suturing, gluing of wounds, tracheostomy care) or medical examination. Existing publications suggest that few children's nurses have questioned the practice of holding, their training on the subject, or the competency of the person teaching them the techniques. The study described in this article attempts to understand why this is the case. The term 'therapeutic holding' recommended by the Royal College of Nursing (RCN) (2010) will be used to describe this practice througout the article.
Background
In the last 3 years alone, the following terms have been used to define the practice of holding children to help them manage a painful procedure: therapeutic holding (RCN, 2010; Darby and Cardwell, 2011; Wilson and Hockenberry, 2012) ; supportive holding (Jeffery, 2010) ; physical restraint (Homer and Bass, 2010) ; restraint (British Medical Association, 2010; Hull and Clarke, 2010; Darby and Cardwell, 2011); immobilisation (Darby and Cardwell, 2011) and clinical holding (Faculty Of Dental Surgery, 2012) .
Some nurses are unsure if there are differences between therapeutic holding and restraint (Hull and Clarke, 2010) . Jeffery (2010) and Leroy and ten Hoopen (2012) offer their professional opinion that therapeutic holding is used for medical procedures when the child needs to be helped to sit or lie still, with a level of force to achieve this immobility. They suggest that when the child resists, does not give consent, or withdraws their consent when the decision has been taken that the procedure is necessary, healthcare staff use more force and this then becomes restraint. However, Darby and Cardwell (2011) , while agreeing that restraint uses more force to hold the child still, suggest that it is
Design
Grounded theory (Glaser and Strauss, 1967 ) is used to think about, collect and analyse data with the aim of generating theory that describes practice. A grounded-theory approach is appropriate because the authors wished to understand the experiences and perspectives of participants, understand the context in which therapeutic holding has developed and contribute to empirical knowledge (Corbin and Strauss, 2008) . The authors also wished to emphasise the importance of this research and link any theories developed to real-world practice (Denscombe, 2010) .
Participants
A specialist children's service agreed to participate in the study. This service is a leading paediatric teaching centre with a reputation for international research and development. The facilities include a 22-bed paediatric intensive care unit, 280 inpatient and day-case beds, and 38 specialty departments including an emergency department, nine theatres and a dentistry.
A purposive sample was selected, which involved nurses (n=8) and allied professionals (n=3) from this service who were deemed by the specialist service to be most knowledgeable about therapeutic holding techniques ( Table 1) . The Associate Director of Nursing selected five participants who were representative of the following services that used therapeutic holding: outpatients, phlebotomy, emergency services, nursing and play therapy. These participants identified a further six colleagues in nursing, dentistry and medics, whom the researcher approached to interview.
Data collection
Data were collected by the lead author through semi-structured interviews between October 2011 and February 2012. The interviews were recorded and lasted from 35-90 minutes. All three allied professionals use therapeutic holding techniques in their work and were able to offer their professional opinions and experience when answering the questions, their recordings were 90 minutes (phlebotomist), 56 minutes (medical consultant) and 41 minutes (play specialist). Not all of the nurses interviewed use therapeutic holding techniques in their practice. As a result, their interviews were generally shorter, lasting from 35-45 minutes. The interviews took place at the participants' place of work. This did not cause any problems as the lead author was able to wait until the participant was available for interview or rearrange appointments accordingly. Documents such as local policies and posters on therapeutic holding were also used as data.
Ethical considerations
The study was approved by Birmingham City University Faculty Ethics Committee. Five participants were recruited by the Associate Director of Nursing via email invitation. Six participants were recommended to the authors and approached via email invitation by the lead author. All participants were given information about the study and signed consent was obtained. None of the eligible participants refused to participate or withdrew from the study, which was undertaken by the lead author.
Data analysis
The audiotape recordings were transcribed verbatim and analysed with manual systems. The lead author conducted a brief pilot using NVivo (v.10 QSR, 2012) qualitative data analysis computer software before undertaking this study. There are debates about the relative merits of manual versus computer-based coding methods (Basit, 2003) . Although the manual system was more time-consuming, the authors decided to adopt the manual system as it would provide a more comprehensive and detailed approach for this study.
Findings
The purpose of analysis is to gain a better understanding and generate key concepts to explain the phenomenon (Corbin and Strauss, 2008; Denscombe, 2010) . By use of open coding, the full transcriptions were read and analysed line by line in order to identify key words or phrases that connected the participant's account to their experience and perceptions of therapeutic holding and restraint. Notes were then made in the margins, examples of which are shown in Table 2 . Table 3 depicts the process used to identify the categories and relationships that appeared frequently in the data (axial coding) and the use of selective coding to identify core categories. Three themes emerged: ■ Beliefs about therapeutic holding and restraint ■ The technicalities are not being addressed ■ Doing things the right way.
Beliefs about therapeutic holding and restraint
Belief is the psychological state in which an individual holds a proposition or premise to be true (Schwitzgebel, 2006) . The language used by each participant during the interviews appeared to be an extension of their belief about the term being discussed. When interviewing the participants for this study, there was a belief expressed by 10 of the 11 participants that therapeutic holding is a gentle process. 'It's the way that we hold a child or a young person through a procedure in a safe way… There is also a belief that if the child or young person consents (to the procedure) or is compliant, the force used with therapeutic holding is minimal.
'You are holding them but you are not going against any consent.' A further belief expressed by eight of the eleven participants was that restraint is forceful.
'I think restraint does not sound as nice so I would feel that sounds a lot more forceful, similar to therapeutic holding but a lot more forceful.'
The number of staff required for the procedure was described as being an indicator to differentiate between therapeutic holding and restraint.
'To me restraint would be having a second person having to hold them. ' Seven participants responded that if the child or young person is being held for a procedure against their will (they have not given consent), their holding action would then be viewed as restraint.
'When we hold a child in a position against their will… we force them into a position… we hold them into a position where there is some kicking, fighting or they are resistant against being held like that.'
There was a lack of documentation of successful holding procedures, when the child struggles, or becomes distressed and when the procedure is unsuccessful. After carrying out the coding process in this study, the authors believe this to be a consequence of the participants' beliefs about restraint.
'No we wouldn't record that we have therapeutic success no… I wouldn't think anybody would write due to therapeutic holding not working and I know I wouldn't even have thought of that up to now.' This study did not identify any guidelines that the participants used to nurture their practice, which emphasises how this practice is embedded within the culture of oral dissemination of knowledge and skills (Wollin and Fairweather, 2007) . The participants' responses indicate a positive attitude to the principle of holding. The difficulty is that, for some, there is no link between their belief that this is a gentle holding process and the reality, which is that some children are crying, wriggling and unhappy about the process, so the gentle holding becomes more forceful. Few studies have been undertaken to clarify the situation. Instead, there appear to be very few formal training courses (Valler-Jones and Shinnick, 2005) and an emphasis on getting parents to hold (McGrath et al, 2002; McGrath and Huff, 2003) , absolving healthcare staff of any of the responsibility or guilt around any perceived issues. When answering the question of why they thought there were no best practice or national guidelines on therapeutic holding, the participants all expressed the opinion that no one gives this practice 'a second thought' and there is no agreement on a term which defines clearly what is done, under what circumstances, and why.
Technicalities are not being addressed
Quality features (the recognition of essential attributes within nursing care) are essential. They underpin current practice and influence decision making and future practice, offering a clear picture of what is currently happening within a specialist service regarding therapeutic holding. The World Health Organisation (WHO) (2006) suggested that healthcare systems should consider quality as including the following six criteria: effective, efficient, accessible, acceptable/patientcentred, equitable and safe. Within theme two, the issues around the dimensions of effective, efficient and safe are discussed. The participants' judgements around the practice of therapeutic holding appeared to be based on experience (three participants), custom and practice (three participants) and common sense (four participants). The participants also recognised that this may include picking up bad habits.
'I think everybody puts their own play on it.'
'I have never questioned it before… you accept that your band 6 and 7s know their stuff and you accept what they are telling you and you trust your doctors, you trust all your senior staff. ' 
(As a result of Agenda for Change, which was introduced in the UK in 2004, most NHS staff are paid according to a specific job profile known as 'band'.)
The result of the technicalities not being addressed is that the techniques being used by the nurses and allied professionals appear to be not robust and not risk assessed. The following quotations from the participants describe how they know the techniques are safe to use: One of the participants explains that there is a discussion process about 'the need to hold' that takes place with the child and their family. However, there has been no critique of this practice. Jeffery (2008) suggests that such situations could expose nurses to possible legal intervention.
The introduction of evidence-based practice may have prevented a detailed exploration of therapeutic holding skills as most nurses and educators lacked the skill to turn a practical skill into one that had an evidence base. The RCN (1996) suggested that evidence-based practice included questioning the practice, finding the evidence to support practices, appraising the evidence and evaluating practice. The difficulty around therapeutic holding techniques was and still is that there is a scarcity of literature published to review in order to identify the best practice.
Doing things the right way
In the light of the WHO (2006) definitions of quality, the issues of 'accessible, acceptable and equitable' are discussed to examine whether participants are applying therapeutic holding the right way.
This study looked at the role of parents and identified that, in most cases, it is the parents who are directed to hold. Six participants during the interview suggested the therapeutic holding is what is taught or directed for the parents to do. The reasons cited for this were as follows: because they, as staff, are strangers to the child/young person (three participants); because the child/young person had not given consent (two participants); or because an extra pair of hands was needed (two participants). This thread is challenged by research, which suggests that asking a parent to help hold (forcibly restrain) their child 'goes against the normal protective instinct of the parent' (Piira et al, 2005) . There are researchers who question whether it is ethical to ask parents to become involved in the holding process when many nurses feel uncomfortable about the process (McGrath et al, 2002; Souders et al, 2002; McGrath and Huff, 2003; Snyder, 2004; Willock et al, 2004; Pearch, 2005; Piira et al, 2005) . Some healthcare practitioners may feel shamed about their practice (Bond, 2009) which could be one of the reasons why parents are often asked to hold their child. The lack of national guidelines, the lack of clarity on 'limited force', the inconsistent use of techniques, the belief that therapeutic holding is cuddling and the role given to parents to cuddle their child may lead to the skill of holding body parts where medical procedures take place becoming a practice that is no longer recognised or acknowledged as being a skill. Within this study, the holding techniques are only accessible to parents willing to hold their child. This study did not address the question of what happens if parents refuse.
The parent's role also appeared to include the role of 'expert' in therapeutic holding. This thought process around what is acceptable to the child/young person was apparent when five participants stated that they would judge the effectiveness and whether a therapeutic holding technique was not working by the reaction of the parents.
'I think always if the parents are sort of looking a bit stressed that sort of gives you the vibes.'
Only one participant discussed any clinical observations that would guide her judgement.
'I think you always have to make sure you can observe the face… that we're not cutting any circulation off… making sure that the child's observations are fine."
The participants in this study clearly believed that asking parents to hold their child was the best practice and more acceptable than they as strangers doing the holding. This offers a perspective different from the research and professional opinions, which suggest that parents are asked to hold because the staff lack the skills (Robinson and Collier, 1997; McGrath et al, 2002) . Although there appears to be no open discussion about the decision-making process for therapeutic holding, the belief that parents are the best people to hold their child is a predominant theme within this study.
Inequity within the holding process is a new issue for discussion. Therapeutic holding is used to assist or support a child or young person receiving clinical care or treatment in situations where their behaviour may limit the ability of the healthcare team to deliver treatment effectively or as a method to help the child or young person, with their permission, manage a painful procedure quickly or effectively. However, this study has identified that the child's behaviour, the belief systems of healthcare staff, and the technicalities of the therapeutic holding technique not always being addressed could result in inequity of care.
Limitations
This study was limited to one specialist children's service. However, the authors recruited participants from a variety of professional groups who had substantial years of work experience. Views expressed by participants shared similar perspectives, which may suggest relevance to all services where the holding of children takes place.
Conclusion
By use of a grounded theory, this study has built up a theory that the participants' beliefs about therapeutic holding and restraint have led to confusion about situations when the child becomes distressed, a lack of discussion about any holding situations and the emphasis being put on parents doing the holding. While this is not new information, the inconsistency over the term used to define holding practices or in describing what the practice involves has a negative impact on practice, in that there has been no reflection by participants on how to improve techniques, no debriefing and no documentation. It may be that some nurses and allied professionals have developed a lack of confidence in their ability to hold a child who may object-therefore, reliance on parents to do the holding avoids this situation.
There is a lack of comparability and a lack of completeness in data on therapeutic holding. It is possible that few people are talking about the same thing, the same issues or have a shared understanding of terms. The practice of holding has been identified as uncontested practice (not disputed/ discussed), but in reality it is possible that some nurses and allied professionals have now become indifferent toward the practice of therapeutic holding, demonstrating uninterest, and this should become part of the debate. It is recommended that nursing and allied professional group culture place the same value on written dissemination and research about therapeutic holding as other professional groups do, and approve initiatives that encourage written documentation about actual holding practices. Nurses also need to identify and agree a positive definition around the actions of holding the child or young person, which can hopefully lead to clearly defined and evidence-based practice of this skill.
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